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DEPARTMENT OF VETERANS AFFAIRS
National Commission on VA Nursing (108N)
Washington DC 20420

March 18, 2004

The Honorable Anthony J. Principi
Secretary of Veterans Affairs
Washington, DC 20420

Dear Mr. Sccretary:

The National Commission on VA Nursing is pleased to submit its final report. Providing quality health
care to America’s veterans is essential to keeping the nation’s commitment to those who have given so much to
maintain our freedom. America’s healthcare system remains in a state of constant flux and turmoil due to
increasing demand from an aging more chronically ill populous. The shortage of nursing personnel to meet the
demand for health care is an underlying symptom of the health care system in crisis. Fixing the nursing shortage
alone will not resolve the fundamental health care delivery system issues that exist.

The National Commission on VA Nursing report calls for the redesign of the practice environment
within VHA facilities as the first step to addressing the system issues. We believe that addressing the issue
facing nursing and contributing to the American nursing shortage will positively effect VHA and enable the
delivery of safe, quality health care despite the cyclical shortages that may occur in the future.

The key driver to improving VHA’s ability to retain and recruit a qualified nursing workforce is
leadership and commitment to engaging nurses and other health profcssionals in the transformation of care
delivery. Nurses and other health professionals must receive education to assure their ability to deliver patient
centered, safe, satisfying, and cvidenced based, quality care. Nurses must be engaged in the governance and
system design processes of healthcare organizations. Rescarch and innovation must be applied to creatc systems
of care that attract and retain nurses because they are rewarding and satisfying to patients and care providers. It
is essential if we are to keep our promise to America’s veterans that VHA lead efforts to create such systems.

I interviewed facility directors, nurse exccutives, chicfs of staff, registered nurses, advance practice
nurses, managers, researchers, licensed practical nurses and nursing assistants. The same common thread was
cvident in their response; if is our desire lo strengthen VA so we can provide excellent care. 1 will always
treasure the opportunity I was given to lead a group of talented and committed commissioners and complete our
charge. 1will always remember the faces and voices of VA nursing and leadership personnel and their plea to
the Commission. Hopefully our recommendations meet their requests.

The Commission’s legislative and organizational recommendations are a blueprint for the reinvention of
nursing. We belicve that the VA model may scrve asa foundation for the creation of a care delivery system that
meets the needs of those who we serve and those providing care.

Sincerely,

iy Bumsa Bl

Linda Burnes Bolton, DrPH, RN, FAAN
Chairperson,
National Commission on VA Nursing
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EXECUTIVE SUMMARY

Providing high quality nursing care to the nation’s veterans is integral to the mission of the
Department of Veterans Affairs (VA). The current and emerging gap between the supply of and
demand for nurses may adversely affect the VA’s ability to meet the healthcare needs of those
who have served our nation. The men and women of the uniformed services who have defended
our nation’s freedoms in global conflicts deserve the best treatment our nation can provide.
Nurses, comprising the largest proportion of health care providers, are central to the Department
of Veterans Affairs’ duty to provide safe, quality patient care. While the Commission
acknowledges that there are shortages of other healthcare personnel, nurses are a source of care
and support for patients at the most vulnerable points in their lives. Nearly every person’s health
care experience involves a registered nurse. From birth to death, and in all various health/illness
situations in between, nurses offer support, knowledgeable care, and comfort to their patients
(JCAHO, 2002).

If we as a nation cannot provide the necessary resources for nursing care of veterans, we will fail
them and their dependents. We must recruit the best nurses, and we must retain a cadre of
experienced, competent nurses. Over 55,000 Veterans Health Administration (VHA) employees
are nursing staff. To provide safe, quality care to veterans, VHA will need to maintain and
expand its nursing personnel as the number of veterans increase. Like other healthcare
employers, VHA must actively address those factors known to affect retention of nursing staff:
leadership, professional development, work environment, respect and recognition, and fair
compensation. To create a nursing workforce for the future, VHA must develop and test
technology and actively embrace research leading to the creation of new nursing roles that
complement innovations in health care. Action is required now to address underlying issues of
nursing shortage and retention while simultaneously implementing strategies that assure the
availability of a qualified nursing workforce to deliver care and promote the health of America’s
veterans in the future.

In 2002, the National Commission on VA Nursing was established through Public Law 107-135
and charged to consider and recommend legislative and organizational policy changes that would
enhance the recruitment and retention of nurses and other nursing personnel and assess the future
of the nursing profession within the Department of Veterans Affairs. A 12-member Commission
was appointed and given a 2-year timeline to complete its charge. The Commission’s focus was
on identifying strategies and tactics to assure the readiness and capacity of VA to meet the
current and future health care needs of America’s veterans. As the nation’s largest employer of
nursing personnel, VHA can serve as a model for the nation in creating, implementing, and
monitoring a work environment that retains and attracts nurses and other health care personnel
and assures the availability of a qualified nursing workforce.

The Commission developed the desired future state for VHA nursing and recommendations to
achieve that vision. The statement reads:

VA Nursing is a dynamic diverse group of honored, respected and compassionate
professionals. VA is the leader in the creation of an organizational culture where
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excellence in Nursing is valued as essential for quality healthcare to those who have
served America.

To achieve that state, the Commission recommends organizational (O) and legislative (L) policy
changes in leadership, professional development, work environment, respect and recognition, fair
compensation, technology, and research/innovation. The recommendations follow.

Leadership

1. The facility nurse executive should have line authority, responsibility, and
accountability for nursing practice and personnel. (O)

2. The facility nurse executive should be a member of the executive body at VISN and
facility levels. (O)

3. The facility nurse executive should be accountable for (a) the effective performance
of nurse managers, (b) leadership development of all nursing staff, (c) development
and implementation of clinical leadership roles at the point of care, and (d)
compliance with standardized Nurse Professional Standards Board (NPSB) protocols.
(O)

4. VHA should clearly define Nurse Qualification Standards to facilitate consistent
interpretation across VA. (O)

Professional development

1. VHA should structure career development opportunities to assure that every nurse in
VHA can actualize his or her goals within one or more career paths with the
opportunity for professional growth and advancement. (O)

2. VHA should establish national policy guidelines for schools of nursing comparable to
the medical school model in policy memorandum Number 2 and actively promote
nursing school affiliations. (O)

3. VHA should assure that the VA’s Health Professionals Educational Assistance
Program is funded equitably with other federal programs such as military
scholarships. (L) (O)

Work environment
1. VHA should develop, test, and adopt nationwide staffing standards that assure
adequate nursing resources and support services to achieve excellence in patient care
and desired outcomes. (O)
2. VHA should review and adopt appropriate recommendations outlined in the Institute
of Medicine report, Keeping Patients Safe: Transforming the Work Environment of
Nurses, to determine specific strategies for implementation across VHA. (O)

Respect and Recognition
1. VHA should expand recognition of achievement and performance in nursing service.
(O)
2. VHA should create a sense of value and culture of mutual respect for nursing through
all levels of VHA to include physicians and other colleagues, management, and
stakeholders. (O)
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Fair Compensation

1. VHA should amend Title 38 to establish procedures for assuring that RN locality pay
policies are competitive with local RN employer markets. (O)

2. VHA should change hiring and compensation policies to promote recruitment and
retention of licensed practical nurses and nursing assistants. (L) (O)

3. VHA should strengthen human resources systems and departments to develop an
active hiring and recruiting process for nursing staff that is consistent, to the extent
possible, across facilities and VISNs. (O)

Technology

1. VHA should give priority to the continued rollout of the VA Nursing Outcomes
Database (VANOD) as the data repository for nursing performance standards and the
evaluation of effective patient care delivery models. (O)

2. VHA should engage experts to evaluate and redesign nursing work processes to
enhance patient care quality, improve efficiency and decrease nurse turnover through
the use of technology. (O)

3. The Agency for Healthcare Research and Quality (AHRQ) and the VHA should
partner in applying findings from information systems and technology research
projects into patient care delivery. (O)

Research/Innovation
1. VHA should establish a Center for Excellence in Quality Nursing Care to create and
implement a research agenda consistent with the VA mission. (O)

To implement these recommendations, VA and Congress must allocate adequate resources. |If
the recommendations are carried out, the Commission believes that VHA will attract and retain a
qualified nursing work force. Responsibility and accountability for implementing the
recommendations lie with VHA nurses—from the Chief Nursing Officer to the direct care giver.
VHA nursing leaders must be responsible and accountable at each facility for nursing practice,
resource allocation, education, and research. Staff nurses at all levels in nursing must be
engaged in decision-making on policies affecting clinical care, resource allocation, and working
conditions at the facility and VISN levels. Staff nurses, managers, medical staff, labor
organizations and veterans’ representatives must work together to assure a collaborative practice
environment beneficial to veterans and nursing. Finally, partnerships and collaboration among
local VHA facilities and the broader nursing education and service community must be
developed to support the professional advancement of nursing personnel and recruit new and
diverse individuals into the nursing workforce and VHA.

The Commission believes that implementation of these recommendations will position VHA for
the future of health care delivery and nursing. As delineated in VHA Vision 2020, VHA already
leads in benchmarking quality indicators, safety initiatives, and models of integrated care
delivery. VHA nurses are integral to care delivery in all VHA settings, and VHA should
continue to design, develop, test, and implement futuristic nursing roles and evidence-based
models of care to serve our nation’s veterans.
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CHAPTER 1
INTRODUCTION

The Veterans Health Administration (VHA) is a critical component of the nation’s healthcare
delivery system, providing health care services, educating health professionals, and developing
and testing innovations. VHA nursing employs an integrated clinical nursing model, consisting
of administrative and clinical practice, education and research. One of four professional nurses
in the country receives some of his/her clinical education within VHA (VA, 2001f). Moreover,
VHA is a leading innovator of integrated patient information and safety systems, developing
information technology that can be accessed by patients and providers.

Recruiting and retaining nursing personnel are priority issues for every healthcare system in
America. VHA is no exception. With the aging of the population, including veterans, and the
U.S. involvement in military activity around the world, VHA will experience increasing numbers
of enrolled veterans. Consequently, as the demand for nursing care increases, the nation will
grapple with a shortage of nurses that is likely to worsen as baby boomer nurses retire. VHA
must attract and retain nurses who can help assure that VHA continues to deliver the highest
quality care to veterans. Further, VHA must envision, develop, and test new roles for nurses and
nursing as biotechnologies and innovations change the way healthcare is delivered.

In response to the nursing shortage, in 2001 VHA instituted a Nursing Workforce Group to
“critically review salient aspects of the national shortages for VA and formulate strategies to
ensure VHA'’s ability to attract and maintain a qualified nursing staff” (Department of Veterans
Affairs [VA], 20014, p.3). The report of this workgroup, A Call to Action: VA Response to the
Nursing Shortage (Call to Action), recommended that VHA establish a National Commission on
VA Nursing to “[r]eview legislative and organizational policy changes to enhance the
recruitment and retention of nurses and assess the future of the nursing profession in VA” (VA,
20014, p. 12).

In 2002 the National Commission on VA Nursing was established through Public Law 107-135.
In SEC. 142, the duties of the Commission are specified as follows:

(a) Assessment. —The Commission shall—

(1) consider legislative and organizational policy changes to enhance the recruitment
and retention of nurses and other nursing personnel by the Department of
Veterans Affairs; and

(2) assess the future of the nursing profession within the Department.

(b) Recommendations. —The Commission shall recommend legislative and
organizational policy changes to enhance the recruitment and retention of nurses and
other nursing personnel in the Department.

This report describes the work of the Commission and its recommendations.



Nursing in VHA

VHA provides a broad spectrum of health care services across a continuum of settings. In 2003,
VHA had over 7.2 million veterans enrolled for health services, and more than 4.8 million
veterans received care (VA, 2003b). VHA maintains 162 hospitals, 137 nursing homes, 681
community clinics, 11 mobile clinics, and 43 domiciliaries. VHA reported over 13.1 million bed
days of care and more than 49,000,000 outpatient visits in FY 2003 (VA, 2003j).

More than 180,000 VHA employees provide healthcare services in all 50 states, the District of
Columbia, and U.S. territories. Nurses comprise the largest group of health care providers. Of
the total number of employees, 32 percent (58,000) are nursing staff. As of September 2003, 21
percent (38,000) were Registered Nurses (RNs), 6 percent (10,000) were Licensed Practical
Nurses (LPNs), and 5 percent (9,000) were Nursing Assistants (NAs) (VA, 2003k).

VHA RNs differ from the national nursing workforce in several important ways. The VHA RN
workforce is more highly educated than the national RN workforce (see Figure 1). Of the more
than 38,000 RNs, 34 percent hold bachelor’s degrees in nursing, and 19 percent are master’s or
doctorally prepared (VA, 2003k). These figures exceed national averages, according to the 2000
National Sample Survey of Registered Nurses (NSS), which found that 32.7 percent of RNs
report holding a bachelor’s degree in nursing with 10 percent holding a master’s or doctorate
(Spratley, Johnson, Sochalski, Fritz, & Spencer, 2000).

Figure 1
RN Highest Education Level
C
O 40% 34.4% 2.7%
%_ 30% |
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Diversity in race/ethnicity and gender in nursing strengthens its ability to care for current
and future populations of veterans. The VHA RN workforce is more ethnically and gender
diverse than the national RN workforce (Figure 2). Males comprise 14.3 percent of the VHA RN
workforce, compared with 5.4 percent nationally. 69% of VHA RN staff is White compared to
national RN workforce of 86.6%. VHA RN workforce exceeds national averages for all
minority groups. Almost 15 percent of VHA RNs are African-American (U.S., 4.9 percent); 6.2
percent are Hispanic (U.S., 2 percent); 10.1 percent are Asian-Americans (U.S., 3.7 percent); and
0.7 percent are American Indian/Alaskan Native (U.S., 0.5 percent) (VA, 2003k; Spratley, et al.,

2000).

Figure 2
Ethnic/Racial Comparison of VA RNs and National
Sample Survey (NSS) RNs
100.0%
80.0%
60.0% -
40.0% -
20.0% -
0.0% - -_\ | = -_l -
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The racial/ethnic and gender composition of VHA LPNs and NAs is more diverse than the RN
workforce (Figure 3). Fifty-seven percent of VHA LPNs are white, and 31 percent are African-
American. Six percent of the LPN workforce are Hispanics with Asian Americans each
comprising 4 percent respectively. One percent of VHA LPNs are American Indian/Alaskan
natives. Over 15 percent of VHA LPNs are men.




Figure 3
VA Licensed Practical Nurse Race/Gender
Comparison
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Among NAs, over half (52 percent) are African-Americans, and 37 percent are white. Almost 6
percent are Hispanic, and 4 percent are Asian Americans. Less than 1 percent of NAs are
American Indian/Alsakan native. Thirty-two percent of NAs are men. (Figure 4)

Figure 4
VA Nursing Assistant Race/Gender Comparison
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VHA RNs are aging, like the general population of RNs, although on average, VHA RNs are
older. As of September 2003, the average VA RN was 48.9 years old (national average, 41.8, in
2000). Seventeen percent of VA nurses were under the age of 40 (U.S., 31.7 percent). In 2002,
the average age of a VHA RN new-hire was 41.6 years old (VA, 2003k). Like the private sector,
VHA must consider strategies that will be successful in retaining the older nurse.

Data on other VHA nursing personnel reveal that LPNs and NAs are on average similar in age to
RNs. The average age of full-time LPNs is 45.6, and for NAs is 45.9 (VA, 2002). National
demographic data on LPNs and NAs are not available.

Because VHA is a major component of the U.S. health care delivery system, changes in the way
health care is delivered within VHA have the potential to influence the delivery of health care
within other government-sponsored programs and the private sector. Changes in nursing care
delivery and practice may have the same effect, and VHA can serve as an excellent laboratory to
test models of nursing care and recruitment/retention strategies that can be evaluated for their
effectiveness and exported to other facilities throughout the U.S. healthcare delivery system.

The Effect of the Nursing Shortage on VHA

Like private health care, the demand for VHA health care is projected to rise. VA projects that
from FY 2002 through FY 2012, the average patient enrollment (i.e., veterans eligible for health
care) will increase by 39% from 6.4 million to 8.9 million veterans. The projected numbers of
veterans seeking VHA health care over this 10-year period are expected to increase by 31%, at
an average annual increase of 2.7 percent (VHA, 2001b).

Recent trends for nurses in VHA are promising. From FY 1995 through FY 2001, the number of
staff RNs declined 8.5 percent (from 40,585 to 37,151). However, at the end of FY 2003, the
number increased to 38,426. This increase is welcome news, especially given the projected
retirements of the baby boomers slated to begin in 2008.

Retention of nurses is critical to the VHA mission, and VHA turnover rates are slightly less than
the national average. According to the American Hospital Association (AHA), the national RN
vacancy rate reported in the fall of 2001 was 13 percent (American Hospital Association [AHA],
2002). At the same time, VHA experienced a vacancy rate of 8.2 percent. Although VHA RN
vacancy rates remained below the national rate, they actually rose 3.3 percent between 1998 and
2001. In the FY 2003 year, VHA vacancy rate had declined to 7.1 percent (VHA Annual Report
on Staffing, 2001, 2002, 2003).

The Commission’s Work

The Commission began its work in May 2002 and met eight times in various locations
throughout the nation. It reviewed published studies and literature and heard presentation from
various stakeholder groups. Commission members interviewed VHA facility leaders at ten
facilities, and reviewed employee satisfaction survey results. The Commission received
comments via fax, oral, and written testimony from the public and VHA nurses. A web site was
established for posting public information and receiving comments (http://www.va.gov/ncvan/).
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In April 2003, the Commission held public hearings in New Orleans, Philadelphia, Chicago, and
Long Beach.

To guide its work, the Commission described a desired future state of VA nursing. In
developing the statement, members agreed that it should be futuristic and innovative, with a
focus on valuing of staff and reflecting the VA’s mission. The statement reads:

VA Nursing is a dynamic diverse group of honored, respected and compassionate
professionals. VA is the leader in the creation of an organizational culture where
excellence in Nursing is valued as essential for quality healthcare to those who have
served America.

The Commission’s recommendations are structured around its two assessment duties as specified
in Public Law 107-135. In considering legislative and organizational policy changes to enhance
recruitment and retention of nurses and other nursing personnel by the Department of Veterans
Affairs, the Commission focused on the following areas: leadership, professional development,
work environment, fair compensation, respect and recognition, technology, and
research/innovation. Each area has a direct influence on nurses and nursing care as all VHA
healthcare professionals work to achieve safe, quality patient care (Figure 5, Model for
Recruitment/Retention). The Commission also discussed how VHA can position itself to
proactively address the requirements for nursing within the context of rapidly advancing health
care research. The Commission puts forth these recommendations, believing that
implementation of these, along with the recommendations in the Call to Action report, will create
a thriving nursing department that will provide excellence in nursing care to veterans and serve
as a model for nursing service in the private sector.

The remaining sections of this report specify the Commission’s assessment processes and
findings (Chapter 2) and its recommendations and implementation strategies (Chapter 3).
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CHAPTER 2
ASSESSMENT

In carrying out its charge, the Commission gathered information from a variety of sources.
These included reviewing the current status of nursing within VHA through analyzing nursing’s
infrastructure and recent and current VHA nursing initiatives; reviewing recent research studies
and expert literature on nursing; conducting hearings and forums; receiving input from web-
based postings and faxes; hearing presentations from stakeholder groups; and conducting key
informant interviews of facility leadership. The results of these findings are contained in this
chapter of the report.

ASSESSMENT SOURCES
VHA Nursing Staff

The Commission collected data and obtained input from various levels of VHA nursing staff
using several methods. A web site was developed to disseminate and gather information. A total
of 135 web-based messages were posted. The Commission also received over 970 faxes.

In April 2003, the Commission conducted hearings in four cities—Long Beach, New Orleans,
Chicago, and Philadelphia—with over 325 VHA nursing staff in attendance. The Commission
heard oral testimony from 190 individuals and received 826 written statements. Transcripts of
oral testimony are available on the Commission web site (http://www1.va.gov/ncvan/) (See
Appendix A for demographics of hearing participants).

The Commission also reviewed the results of two recent VHA surveys—one on staffing and the
other on employee satisfaction. The staffing survey provided information on turnover, vacancy,
and replacement rates and budgeted positions and position losses.

VHA Nursing Leadership

In March 2003, 100 VHA nurse leaders participated in a forum held to elicit feedback to the
Commission (a summary of the findings from the leadership forum can be found in Appendix B).
The participants responded to a set of questions on the recruitment and retention of nurses, VA’s
role in providing excellence in nursing care across all facilities, areas needing change and areas
of strength within VHA nursing, and the future of nursing in the VA.

VHA Facility Leadership

Over a 2-week period in March 2003, two non-VHA Commission members held key informant
interviews with leaders from 10 facilities, including directors, chiefs of staff, and chief nurse
executives. In these interviews, participants were asked to identify their concerns about nursing
in their facilities and recommendations they would like the Commission to consider (Summary
of findings, appendix C).


http://www1.va.gov/ncvan/

VHA Reports

The Commission reviewed numerous VA reports, including the Office of Nursing Service
Strategic Plan, the VHA Strategic Plan, the 2001 Succession Plan, VHA Vision 2020, Annual
Reports on Locality Pay Adjustment, Requests for Waivers of Pay Reductions, Annual Report on
Use of Authorities to Enhance Retention of Experienced Nurses, and the Annual Report on
Staffing for Nurses and Nurse Anesthetists; and Mandatory Overtime Report.

The Commission also reviewed the Call to Action report of the Nursing Workforce Planning
Group. Chartered in 2000, and under the leadership of the Chief Nursing Officer, the Nursing
Workforce Planning Group provided advice on issues that affected VHA’s future supply and
utilization of RNs. The group’s membership consisted of representatives from multiple parts of
the organization, including clinical and administrative experts. Its report was issued in 2001 and
contained recommendations in the areas of utilization, retention, recruitment, and outreach
(Department of Veterans Affairs [VA], 2001a). The VHA National Nurse Executive Council
(NNEC) is responsible for implementing the Call to Action’s recommendations. Where possible
in this report, both the Call to Action recommendations are cited as well as the NNEC follow-up.

Nursing Literature and Other External Expert Sources

The Commission reviewed the literature on recruitment and retention of nurses and the future of
nursing and healthcare. This review included a detailed analysis of sources containing best
practices for recruiting and retaining nurses. Of these, the Institute of Medicine’s report,
Crossing the Quality Chasm: A New Health System for the 21st Century (2001), the Malcolm
Baldrige Quality Award program (National Institute of Standards and Quality, 2003), and
Magnet Hospitals Revisited: Attraction and Retention of Professional Nurses (McClure &
Hinshaw, 2002) formed the basis for identifying the categories for organizing Commission
recommendations on leadership, professional development, work environment, and respect and
recognition. In making its recommendations, the Commission also consulted extensively the
following sources:

e Nurse Recruitment and Retention Survey (American Organization of Nurse Executives,
2000);

e In Our Hands: How Hospital Leaders Can Build a Thriving Workforce (American Hospital
Association’s Commission on Workforce for Hospitals and Health Systems, 2002); and

e Health Professions Education: A Bridge to Quality (National Institute of Medicine
Committee on the Health Professions Education Summit, 2003).

In addition, the Commission has made recommendations in three other categories: fair
compensation, research/innovation, and technology. Fair compensation was chosen as a priority
area because of input received by VHA nursing staff. Research/innovation and technology were
chosen because of the Commission’s charge to assess the future of the nursing profession.



REVIEW OF FINDINGS

The remainder of this chapter describes the Commission’s findings from which
recommendations are made. First, the organization of VHA nursing is described. Following are
sections on each of the recommendation categories—Ileadership, professional development, work
environment, fair compensation, respect and recognition, research/innovation, and technology.
Each section consists of relevant findings, such as review of the literature; findings from VHA
reports and initiatives; input from faxed and web-based comments, written and oral testimony;
and summaries of the nursing leadership forum and key informant interviews.

VHA Nursing

VHA nursing personnel provide services to veterans across a wide array of settings, including
acute, long-term, psychiatric, home, and primary care settings. In addition to providing direct
nursing care, VHA nurses serve as leaders in program development and implementation;
participate on nursing, medical center, Veterans Integrated Service Network (VISN), and Central
Office committees; and play vital roles in national efforts to meet patient care performance
measures. VHA nursing’s mission is to provide patient-centered, state-of-the-art nursing care to
the veteran population utilizing collaborative, innovative research-based models of care that
consider the biopsychosocial, emotional, spiritual and community support needs of veterans and
their families (VA, 2003f).

VHA nursing personnel are supported centrally through the Office of Nursing Service (ONS)
headed by the Chief Nursing Officer. Since the early 1990s, ONS has served in a consultative
role to facility nursing staff. Facility nurse executives participate in decision making at the
national level through the National Nurse Executive Council (NNEC). Membership on the
NNEC consists of one nurse executive from each VISN and Central Office nursing program
directors. The Chief Nursing Officer chairs the NNEC. The main purpose of the NNEC is to
establish, review, revise and administer the national nursing strategic plan. Deployment of the
strategic plan is accomplished through work groups chaired by nurse executives on the NNEC in
collaboration with other levels of staff from the field. NNEC members also share information
and obtain feedback from other nurse executives in the VISN as well as nursing staff at facilities.

Through the leadership of the Chief Nursing Officer, VHA nursing is guided by its strategic

plan, consisting of the following components: leadership development, interdisciplinary patient

care delivery models, collaboration with external forces, development of nursing practice

quality/performance indicators, nursing workforce, and technology/system development. The

current strategic plan consists of the following goals in each of these areas:

e Leadership development. Operationalize the High Performance Development Model for all
levels of nursing personnel.

e Interdisciplinary patient care delivery models. Collaborate to enhance interdisciplinary
healthcare delivery models in VHA’s dynamic/changing healthcare system.

e External forces: Collaboration. Develop and strengthen partnerships between nursing and
“external” organizations.

e Development of nursing practice quality/performance indicators. Identify and measure key
indicators to support evidence-based nursing practice.
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e Nursing workforce. Recruit and retain a qualified nursing workforce.
e Technology/system development. Develop and enhance systems and technology to support
nursing’s role in healthcare delivery models.

VHA in the Future: VHA Vision 2020

In April 2003, VHA published its vision for the future. Included are the themes—refocusing on
core veterans and implementing CARES (Capital Asset Realignment for Enhanced Services)—
that build on recent organizational and delivery changes.

VHA health care is increasingly more patient-centered and is nationally recognized as a
benchmark for health care management and delivery. In its report, Leadership by Example, the
Institute of Medicine (IOM) praised VHA'’s use of performance measures to improve quality in
clinical disciplines as well as ambulatory, hospital, and long-term care, stating that VHA’s
integrated health care system is one of the best in the nation (Institute of Medicine [IOM], 2003).
To improve its ability to deliver health care to more veterans, Vision 2020 states that VHA will
increase its health care workforce by 800 physicians and 2,500 nurses by the end of 2004.

In keeping with its aim for patient-centeredness, VHA plans to expand a care coordination
program that provides home care to patients. This program enables practitioners to manage
patients in the home, 24 hours a day, 365 days a year. The program involves interactive sessions
via the Internet, telephone lines, and tele-health units that assist providers in determining patient
status and effectiveness of treatment plans. VHA is exploring computerization and new
technologies that can be used by patients to monitor their blood pressure, blood glucose levels,
weights, and other health status indicators and transmit these data via the Internet to VHA care
providers. By keeping veterans in their homes and requiring their participation in monitoring
their health status, VHA anticipates that the care coordination program will reduce
hospitalizations, emergency room visits and prescription drug requirements (VA, 2003l).

VHA also has plans for long-term care that include an integrated care management system. This
system will incorporate patients’ clinical care needs and include more care in the home and
community-based settings. The system will call for increased research and educational
initiatives to determine how to optimally improve and structure delivery of services and
outcomes for VHA'’s elderly veteran patients.

VHA'’s performance in quality indicators surpasses many government targets for health care
quality. VHA is the benchmark for all 18 clinical performance indicators that include use of
beta-blockers after a heart attack, breast and cervical cancer screening, cholesterol screening,
immunizations, tobacco use screening and counseling, and guidelines for diabetes care. VHA
will continue to use clinical practice guidelines to help ensure high-quality health care linked to
improved health outcomes (VA, 2003l).

VHA is also providing a Web-based portal for patients to manage their health and health records.

The program, “My HealtheVet,” will create a web-based environment that allows patients to
access their medical records, find the answers to health questions, and alert providers to
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problems. In the future, patients will be able to reorder medications and schedule appointments
online (VA, 2003l).

As VHA develops these innovations in health care delivery, VHA nursing is creating new and
expanded nursing roles. For example, in the care coordination program, nurses will increase
their abilities to coordinate care not only across settings but also through the remote delivery of
care, including telephone, video, and the Internet. Future roles for nurses may be developed
around this program to include tele-health nurse practitioner and Internet ask-a-nurse. Nurses are
already well positioned to work with patients who are empowered to monitor their own health
status, and in the future, nurses can play pivotal roles in teaching chronically ill patients and care
givers additional ways to maintain and improve health and quality of life. VHA nurses will
explore additional roles in disease state management, population health, and care coordination
using the Internet as the communication medium.

Leadership

Findings from the literature. Strong and effective nursing leadership is critical for excellence in
nursing practice. The recent IOM report, Keeping Patients Safe: Transforming the Work
Environment of Nurses (Keeping Patients Safe) (2004), describes the relationship between work
environment and the delivery of safe patient care. The IOM cites four serious threats to patient
safety. Among those is a failure to follow management practices necessary for safety. These
practices include balancing the tension between production efficiency and safety, creating and
sustaining trust throughout the organization, actively managing the processes of change,
involving workers in decision-making pertaining to the design of work and its flow, and using
knowledge management practices to establish the organization as a “learning organization.”
Related to these practices, the IOM found that loss of trust in hospital administration is
widespread among nursing staff and that clinical nursing leadership has been reduced at multiple
levels, diminishing the voice of nurses in patient care decisions.

On the other hand, in magnet hospitals, the nursing leadership is characterized as participative,
with the executive and unit level leaders being seen as visible and influential (McClure &
Hinshaw, 2002). These hospitals structure nursing through a single department with a strong,
visible, and visionary chief nurse executive and dynamic nursing managers for the units
(McClure & Hinshaw, 2002).

Further, in magnet hospitals, strong, effective nurse leadership is evident throughout the
organization. Especially pivotal in retaining nurses is the role of the nurse manager. The nurse
manager typically directs the patient care environment, including budgeting and procuring
supplies and equipment. The nurse manager is responsible for personnel management, including
scheduling, counseling, and evaluation of staff. With the roles of chief nurse executives
expanding, nurse managers have more responsibility for instilling and maintaining the
organizational culture and values. The quality and support of managers are recognized as central
to retaining nurses in magnet hospitals (McClure & Hinshaw, 2002).

Finally, magnet hospitals are characterized by their commitment to the development of
managers. Nurse executives in magnet facilities have indicated the need for developing quality
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middle managers. Therefore, these facilities tend to offer programs for assessment and training
of managers. Staff nurses in these facilities view management training as a form of recognition
and are eager to participate in these educational offerings (McClure & Hinshaw, 2002).

Nursing leadership must be responsible for changing nursing’s roles as advances in health care
research influence how health care is delivered. In its report, Keeping Patients Safe:
Transforming the Work Environment of Nurses, the IOM calls for transformational leadership as
an essential precursor to addressing nurses” work environment. Transformational leaders engage
their followers toward pursuing jointly held goals and are perceived to be “inspiring” by their
followers. In achieving transformational leadership, leaders create two-way communication and
exchange of ideas and change the values and goals of followers by addressing their needs while
moving the organization toward higher goals (2004).

In the Call to Action report, several recommendations related to nursing leadership were made.
These included developing a cadre of well-qualified nurse leaders; enabling nurse executives to
develop excellence in managing within the context of a nursing shortage; supporting the
development of nursing self-governance models; and establishing a nurse executive special pay
program (VA, 2001a).

The Commission supports the Call to Action recommendations on leadership. Additionally, the
Commission makes recommendations that address responsibility, accountability, and authority;
performance of managers; leadership development of all nursing staff; development of clinical
leadership; compliance with standardized protocols for the Nurse Professional Standards Board;
and interpretation of the Nurse Qualification Standards. Findings supporting each of these are
described below.

Enhancing Nursing Leadership Responsibility, Accountability, and Authority and Participation
at the Executive Levels in the Organization

Current VHA practice: VHA service line delivery system. In 1995 VHA reorganized its health
care delivery system into integrated delivery networks (IDNSs) to provide services across the
continuum of care. Twenty-two IDNs were created, termed “Veterans Integrated Service
Networks” (VISNSs). This new structure was based on the concept of coordinating and integrating
VHA'’s healthcare delivery assets and decentralized decision-making. The VISNs also sought to
increase ambulatory care access points that emphasized primary care.

In order to best support the new decentralized structure, VHA Central Office was reorganized to
accommodate the implementation of service (product) lines. The intent was to replace
“stovepipe” structure organized around discrete professions and disciplines with a structure that
would be organized around substantive clinical functions and product lines. Examples of such
activities or product lines are primary care, acute inpatient care, rehabilitation, and long term
care. The reorganized VHA Central Office would provide support for specific groups of patients
or functions rather than advocacy for specific medical or technical disciplines. The only line
responsibility to the VISN from the new Central Office would be the Office of the Under
Secretary for Health and the Deputy Under Secretary for Health.
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Reorganization in the VISN’s and facilities was based on the assumption that with service lines,
clinical care and structure would be better aligned. As a result, individuals from different
disciplines were assigned to permanent service-delivery specific teams. Service line managers
were selected from a variety of disciplines (VA, 2001c). In some facilities, the lines of authority
and reporting for nursing changed, so that nurses ultimately reported to a service line manager
who was not a nurse. In others, nurses became service line managers. Because of wide variation
in structure and function of service lines among facilities, each facility had its own
organizational structure/position for overall responsibility for nursing care.

At the present time, service lines continue to be widely used within VHA, but the structures vary
considerably. In some facilities, there is a chief nurse executive who maintains direct
accountability for nursing care, including fiscal decisions, while in others the chief nurse
executive has less direct accountability for nursing care and fiscal decisions.

Findings from testimony, interviews, forums, web-based and faxed input. Testimony at the four
regional hearings reflected perceptions about nurse leadership skills and competencies. Among
those were statements of nursing administrators’ failure to consult with nursing employees and
other instances of poor communication among direct-care givers and administrators. There were
also statements reflecting perceptions of nursing administrators’ failure to advocate for nurses
and diminished nursing presence at multidisciplinary meetings. Other statements reflected
perceived lack of support from nurse managers. In the key informant interviews, several
informants noted that service lines had been problematic, and at least one site had returned line
authority for the facility nurse executive due to problems with morale that arose from service
lines.

In faxed and web-based communications, a small percentage (8 and 5 percent respectively)
related to leadership issues overall. Among these were concerns expressing perceived lack of
nursing department accountability and diminished nursing representation in the hospital
leadership structure.

Participants in the March 2003 VA Nursing Leadership Forum indicated that they would like to
see the organizational structure changed in VHA in the following ways: (1) permit the facility
nurse executive to manage his/her budget; (2) streamline the reporting lines so that the facility
nurse executive reports at the Director level; and (3) eliminate service line structures that remove
the nursing staff from nursing service.

Improving Nursing Leadership Functions

These functions include leadership development and accountability within the facilities and
compliance with the Nurse Professional Standards Board protocols.
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Developing leaders in the organization

Findings from VHA studies. Within VHA, a succession plan is in place to assure replacement at
executive levels (VA, 2001d). This plan includes all types of RNs, and it projects losses, gains,
and the need to replace nurses to 2007 (VA, 2001f).

Findings from testimony, forums, web-based and faxed input. At the March 2003 Nursing
Leadership Forum, nurse leaders overwhelmingly supported more leadership development
initiatives within the VA. Suggestions included restoring the Nurse Executive training program
and providing adequate professional development resources for managers and executives.

Complying with and Standardizing the Nurse Professional Standards Boards (NPSB)

Current VHA practice. The NPSB consists of RNs appointed by management to consider
employees for advancement, promotion, appointment, and retention beyond the probationary
period. An RN serves as Chairperson of the NPSB. Any number of RNs may serve as board
members; however, when a specific NPSB is convened, it is composed of three or five RNs
depending on the duties and grade level of the employee being considered (the grade of members
must be equal to or higher than the grade of the employee being considered). The NPSB is
responsible for adhering to the established criteria in the Nurse Qualification Standards. The
nurse executive and the NPSB chair are responsible for assuring that the criteria are applied in a
consistent and uniform manner (VA Handbook 5005 Part I, Chapter 3, Section C, April 15,
2002).

When the NPSB makes a recommendation to management regarding advancement of an
employee, management may approve or disapprove the recommendation. If the employee is not
advanced to a higher level or promoted, the employee is entitled to formally request an
independent higher-level review (called promotion reconsideration). The NPSB is also involved
in special advancements that are advancements of 1 to 5 steps within the pay range based on
exceptional performance or other accomplishments (research, involvement in professional
associations, etc.).

The facility nurse executive has a pivotal role in assuring that Boards follow standardized
processes and are equitable in their decisions. Within the facility nurse executive role is the
responsibility to ensure appropriate composition and functioning of the Board. The facility nurse
executive must also be knowledgeable about Title 38 and VHA regulations regarding the Board.
In order to develop expertise in this area, VHA Nursing has conducted a number of workshops
on the peer review process for facility nurse executives, NPSB board chairpersons, and Human
Relations specialists. References and presentation materials are also available on the ONS web
page (http://www1.va.gov/nursing/)

Findings from testimony, forums, web-based and faxed input. The most frequently cited concern
across the four regional hearings related to the current peer review system, the NPSB and the
Nurse Qualifications Standards (addressed in the next section). The NPSB is seen as providing a
valuable opportunity for professional peer review and a means of assuring integrity of
professional nursing practice. However, concerns were expressed about the NPSB, including
lack of fairness, inconsistency in decision-making processes, and inappropriate composition of
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boards (consisting of all administrative staff rather than a combination of administration and
peers). There were also concerns relating to poor communication in articulating standards to
new staff as well as board members receiving limited orientation to their roles. Some individuals
commented that the Boards needed more oversight.

Interpreting the Nurse Qualification Standards

Current VHA initiatives. Registered nurses, LPNs, and nurse anesthetists are exempted from the
competitive civil service hiring process. The Secretary of Veterans Affairs establishes
qualification standards for these occupations. VHA Nurse Qualification Standards are used to
appoint, grade, advance, and, in the case of RNs and nurse anesthetists, retain or separate
probationary employees. Although VHA Nurse Qualification Standards differ for each category,
they establish basic and specific requirements for placement of employees at each level or grade.
There are provisions for deviations or waivers of grade requirements.

The basic qualification requirements for being a VHA RN have remained essentially the same
for a number of years. However, in 1999, the Nurse Qualification Standards were revised to
increase the education requirements at certain grade levels and establish within each grade
performance requirements called “Dimensions of Practice.” These nine dimensions (practice,
quality of care, performance, education/career development, collegiality, ethics, collaboration,
research, and resource utilization) are based on the American Nurses Association Standards of
Care and Standards of Professional Practice (VA, 1999). Under these standards employees were
to have had a baccalaureate degree in nursing (BSN) for advancement to Nurse Il and a Master’s
degree in nursing or a related field with a BSN for advancement to Nurse I1l. Waivers of
education were not permitted upon appointment, but the higher education requirements will not
be applied to current employees until September 30, 2005. In addition, $50 million were set
aside to assist employees in meeting these requirements. The higher educational requirements
reflect organizational expectations such that RNs are generally expected to operate with more
independence and to have a broader knowledge of nursing practice.

Revised Nurse Qualification Standards went into effect on January 12, 2002. These permitted
the substitution of a bachelor’s degree in a related field for the BSN requirement. The new
Standards provide that RNs may advance to Nurse Il if they possess an Associate Degree or
Diploma and a bachelor’s degree in a related field. Certain non-citizen nurses are also required
to possess a certificate from the Commission on Graduates of Foreign Nursing Schools (VA,
2003i).

The Nurse Qualification Standards for nurse anesthetists were significantly modified with the
implementation of locality pay at the beginning of the 1990’s and were only changed to add
certification by the Council on Certification of Nurse Anesthetists as a condition of employment
in the middle 1990’s. The Nurse Anesthetist Qualification Standard is under review for possible
modification.

Qualification standards for LPNs are established by VHA, and relate to corresponding
responsibility levels of General Schedule employees. VHA recognized that the grade range for
LPNs was inadequate and in 2001 appointed a field-based work group to revise the standards.
The new LPN standards were implemented in April 2003 (VA, 2003i). The new standard
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provides for appointment and advancement of certain LPNSs to the GS-7 grade level, that certain
entry level employees may be appointed at GS-4, and that employees at all grade levels,
including entry levels, may be assigned duties if their competence to perform clinical procedures
has been validated and certified.

Findings from testimony, forums, web-based and faxed input. During the public hearing and
comment period, the Nurse Qualification Standards also received much attention. Of those
individuals presenting oral testimony at the four regional hearings, 75 percent addressed the
qualification standards. Furthermore, of the 973 faxes received as of May 27, 2003, 64 percent
addressed the Nurse Qualification Standards as a primary concern. The Commission also
received 135 responses on the web site, and 25 percent of these addressed the qualification
standards as a primary concern. Concerns addressed poor communication in articulating the
standards, limited opportunities for advancement with current standards, and perceived inequities
in administration and interpretation of the standards.

Professional Development

Findings from the literature. Professional development is the process of setting and pursuing
educational and experiential programs and experiences to enhance one’s ability to perform the
various roles that nurses assume in practice. Professional development is critical to providing
excellent nursing care for veterans as well as creating futuristic nursing roles in support of new
patient care technologies. VHA supports professional development of nurses through a variety
of initiatives and given the magnitude and complexity of VHA, nursing has the opportunity to
expand, enhance, and showcase its commitment to professional development. The Commission
heard and read reports of current VHA professional development initiatives and received input
on issues related to professional development.

While in the end professional development is dependent upon the individual nurse, the
organization creates a culture that values the development of each of its employees and
furthermore, commits resources to assure that professional development occurs. In an early
study, administrative support for professional development of nursing staff was identified as one
of the key characteristics of the recognized magnet hospitals. Nurses perceived that the
organizational focus on education was a commitment not only to improving the quality of
nursing care but also to valuing the nurses themselves. Most magnet hospitals invested in tuition
reimbursement benefits for their nurses, and the employers were perceived as supporting,
promoting, and encouraging education (McClure, Poulin, Sovie, & Wandelt, 1983).

More recent studies of those facilities certified as magnet hospitals by the American Nurses
Credentialing Center Magnet Nursing Service Recognition Program (ANCC) indicate that
education and professional development continue to be financially supported and valued. The
return on investment is mutual. Magnet hospital studies confirm that nurses are attracted and
retained in hospitals that foster and reward professional development (McClure & Hinshaw,
2002). In return, nurses who participate in professional development form the cadre of
experienced, competent nurses who provide nursing care that is associated with improved patient
outcomes (Aiken, Clarke, Cheung, Sloane, & Silber, 2003).
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The IOM report, Health Professions Education: A Bridge to Quality, called for a major overhaul
in the education of health professionals. The 2001 IOM Report, Crossing the Quality Chasm: A
New Health System for the 21* Century, in support of patient care, quality, and safety,
recommends that an interdisciplinary summit be held to develop recommendations to reform
health profession education. The report found that “clinical education has not kept pace with or
been responsive enough to the shifting patient demographics and desires, changing health system
expectations, evolving practice requirements and staffing arrangements, new information, a
focus on improving quality or new technologies” (IOM, 2001). The interdisciplinary groups
made recommendations that included oversight, the training environment, research, public
reporting and leadership. The report suggested that the education of health professions be based
on a competency-based model that would emphasize the attainment of the following
competencies: provide patient-centered care; work in interdisciplinary teams; employ evidence-
based practice, apply quality improvement, and utilize informatics (I0M, 2003).

The Baldrige organizational performance improvement criteria also address professional
development. Hospitals that focus on continual improvement of their processes recognize that
there are organizational needs for continuing clinical education and gaining skills for knowledge
sharing. Among those factors that ensure overall staff satisfaction, motivation, and high
performance are staff development and career opportunities (2003).

In preparing nurses for the future, the American Association of Colleges of Nursing (AACN) is
currently spearheading a discussion among nursing educators, nursing service providers, and
other stakeholders in nursing care about future roles for nurses. The AACN document, Working
Paper on the Role of the Clinical Nurse Leader, states that for nurses to meet the health care
needs of society, the profession must produce graduates who are prepared for clinical leadership
in all health care settings, who can implement outcomes-based practice and quality improvement
strategies, who are career professionals remaining in and contributing to the profession, and who
create and manage systems of care that are responsive to the health care needs of the society.
Clinical nurse leaders will be leaders at the point of care delivery across all settings. These
individuals will assume accountability for client care outcomes through the assimilation and
application of research-based information. They will serve as providers and managers of care at
the point of care to individuals, groups, and/or populations. Additionally, clinical nurse leaders
will coordinate, delegate, and supervise the care provided by the health care team, including
nurses, technicians, and other professionals (American Association of Colleges of Nursing
[AACN], 2003).

The clinical nurse leader is one concept being advanced to strengthen the nurse’s role at the point
of care delivery. Kimball and O’Neil describe nurses as “professional partners.” Three
examples in the “professional partner” paradigm already exist but have potential for future
expansion and refinement within VHA. First, nurses serve as care coordinators of the frail
elderly in the community where services are based on a multidisciplinary model. The model
includes nursing, medicine, and dentistry and involves such settings as hospice and acute-care.
Nurses also coordinate non-health services such as meals and transportation. A second example,
already being implemented in VHA, is the nurse as case manager for patients being treated in
home through biometric monitoring where nurses provide personal support between clinician
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visits, either in person or through tele-health modalities. A third example is the nurse as member
of a critical-care monitoring program through an off-site electronic intensive care unit system. In
this model, a critical care nurse works with a physician intensivist to monitor and provide
immediate response and clinical support to the on-site critical care nursing staff in outlying units.
Patients are monitored through television monitors, electronic medical records and other decision
support tools (Kimball & O’Neil, 2002).

Promoting Individual Career Development

Findings from testimony, forums, web-based and faxed input. From the employee information
obtained through faxes, hearings, and web postings, education reimbursement, continuing
education, and skills training for RNs, LPNs, and NAs were recurring themes. Staff indicated
that tuition reimbursement processes were too complex and that often staff were required to pay
out large unexpected sums. Furthermore, there were complaints that VHA reimbursement rates
for semester hours were too low in some areas of the country and that VHA should reimburse at
rates that reflect regional education costs. Additional input indicated that consideration should
be given to the provision of compensation for full time study as well as salary advancement in
recognition for advanced clinical training.

Nursing staff also stated that they were not supported with funding or replacements if they chose
to attend continuing education sessions. When there are programs in place to support the
education of nurses, nursing staff especially in rural areas complained that there was little access
and support to attend educational programs. Nursing staff were frequently told that there were
no funds to permit them to attend continuing education. Funds notwithstanding, staff also stated
they were not able to attend continuing education programs because their units were short-
staffed.

At the nursing leadership forum held in March 2003, VHA nursing leaders envisioned the future
nursing workforce at VHA as being more educated with more emphasis on career enhancement.
These leaders indicated that VHA must support education in order for VHA to attract, develop,
and retain nursing leaders. To accomplish this, the leaders indicated that VHA should continue
its academic affiliations, provide educational reimbursements, and promote educational
requirements for RNs.

Current VHA initiatives. As one of its four statutory missions, VA conducts an ongoing
education and training program for health professions students and residents to enhance the
quality of care provided to veteran patients within the VHA healthcare system. In accordance
with this mission, “To educate for VA and for the Nation”, education and training efforts are
accomplished through coordinated programs and activities in partnership with affiliated U.S.
academic institutions (VA, 2003c).

VHA sponsors a variety of educational programs that promote professional development of
nursing personnel. The programs include the Health Professionals Educational Assistance
Program (HPEAP), within which are the Employee Incentive Scholarship Program (EISP) and
the Education Debt Reduction Program (EDRP). Another program for nursing education, the
National Nursing Education Initiative (NNEI), is a component of the EISP. The EISP, NNEI,
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and EDREP are centralized programs administered by the Health Care Staff Development and
Retention Office (HCSDRO). Each of these programs is described briefly in the next few
paragraphs.

The EISP authorizes VHA to award scholarships to employees pursuing degrees or training in
health care disciplines for which recruitment and retention of qualified personnel are difficult.
EISP awards cover tuition and related expenses such as registration, fees, and books. The
academic curricula covered under this initiative include education and training programs in fields
leading to appointments or retention in title 38 or hybrid title 38 positions listed in 38 U. S. C.
Section 7401. The specific health care professions include medicine, dentistry, podiatry,
pharmacy, licensed practical/vocational nursing, expanded-function dental auxiliary, registered
nursing, nurse anesthesia, physician assistance, optometry, physical therapy, occupational
therapy, and respiratory therapy. Public Law 108-170 added doctors of chiropractic to title 38
and covered a number of occupations under the hybrid title 38 authority.

The maximum amount of a scholarship that may be awarded to an employee enrolled in a full-
time curriculum in FY 2003 was $32,043 for the equivalent of 3 years of full-time coursework.
Through this program the VHA can obtain new nursing personnel as individuals complete entry
level nursing education as licensed vocational/practical nurses (LVN/LPN) and RNs. Through
FY 2003, 50 employees were enrolled in LVN/LPN programs with 8 graduates, and 260 were
enrolled in associate degree in nursing programs with 34 graduates in 2003. Since its inception,
VHA has awarded $43.9 million in scholarship awards through the EISP (VA, 2003j).

The NNEI component of EISP specifically supports educational opportunities for VHA’s RNs to
expand their formal education by funding baccalaureate in nursing and advanced degrees. NNEI
funding was initially apportioned from the EISP funds in the amount of $10 million per year for
five years commencing in 2000. As of September 2003, NNEI scholarships had been awarded to
3,211 VA RNs with 495 of the participants graduating in 2003 (VA, 2003j).

Consistent with the primary goal of increasing the number of baccalaureate prepared nurses,
approximately 58 percent of the NNEI awards are for RNs enrolled in BSN programs.
Additionally, staff nurses received 83.8 percent of the awards (VA, 2003j).

The NNEI also supports advanced nursing practice. As of September 2003, the NNEI had 1,209
master’s level, 61 doctoral level, and 82 post-graduate level participants. NNEI participants
must agree to remain with VHA for up to three years after completing their academic
coursework. The fact that NNEI participants typically work full-time while pursuing their
academic studies enhances the retention value of the program. Through FY 2003, approximately
$37.5 million were obligated for NNEI scholarships for coursework that averaged 2.2 years per
participant. The average total award per participant was $11,691 (VA, 2003j).

The Education Debt Reduction Program (EDRP) authorizes VA to provide education debt
reduction payments to employees with qualifying loans who are recently appointed to positions
providing direct-patient care services or services incident to direct-patient care services for which
recruitment and retention of qualified personnel are difficult. An employee is considered to be
recently appointed to a position if that individual has held the position for less than six months.
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Registered nurses represented 46.6 percent (1,337) of the 2,872 EDRP awards that were
authorized in FY 2003. Additionally, RNs accounted for nearly $19.2 million, or 35.8 percent of
the $53.6 million that was authorized for the FY 2002 awardees. The average total award for
RNs amounted to $14,333. The EDRP has been a powerful recruitment incentive for RNs (VA,
2003j).

Recognizing the need for more aggressive nurse development programs and as a follow up to the
Call to Action recommendation to fund upward mobility positions for each facility, VHA
approved in September 2003 two initiatives aimed at professional development. First, funding
dedicated to the National Nursing Education Initiative (NNEI) and Education Debt Reduction
Program (EDRP) for nurses was continued at $10 million per annum. The second initiative
consists of funding upward mobility positions for LPN and RN education. This is a critical
component as it provides new nurses for the workforce and is a primary source of career
development for current VA employees. This program will be implemented in FY04 and will
provide salary replacement dollars, replacement employees, and funds to cover the cost of
tuition, books and certain fees to allow employees (75 positions) enrolled in Licensed Practical
(or Vocational) Nurse (LPN/LVN), Associate Degree in Nursing and Bachelor’s Degree in
Nursing programs (200 positions) to pursue their studies on a full-time basis.

Establishing a National Policy Guidance for Schools of Nursing and Actively Promoting Nursing
School Affiliations

Current VHA Initiatives—the CARES Commission and the VA Learning Opportunities Residency
program (VALOR. The Capital Asset Realignment for Enhanced Services (CARES)
Commission is charged with reviewing VA capital assets to recommend the realignment and
reallocation of VHA health services over the next 20 years. In February 2004, the Commission
found that, given the trends in supply and demand for nurses, the VA should position nursing
more prominently in its educational initiatives.

The CARES Commission recommends that VA establish national policy guidance for
schools of nursing comparable to the medical school model in Policy Memorandum #2
(Appendix L) Established in 1946, this memorandum created a formal relationship between
VA facilities and schools of medicine and teaching centers in order to enhance quality care.
The partnership between academic medicine and VHA continues to the present time. Itis a
key attraction in the recruitment and retention of academic physicians for research,
education, and clinical care in VA facilities. In fact, in FY 2002, 16,000 medical students
received training at VA facilities. This figure represents more than 67 percent of all medical
students (VHA, 2003c).

VHA offers the VA Learning Opportunities Residency (VALOR), which is a program for
nursing students who have completed their junior year in baccalaureate degree programs.
This program has been operational since 1990 and provides paid, precepted work experience
for nursing students with the goal of retaining those students as VA employees following
their graduation. The funds are always utilized with facility requests for additional positions
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exceeding the funding limitations. The majority of medical centers (116 of 162) have at least
one VALOR student.

Work Environment
Implementing Staffing Plans

Findings from the literature. Adequate staffing is essential for quality patient care and patient
safety. Recent large-scale and national studies have demonstrated the relationship between nurse
satisfaction, patient outcomes and RN staffing levels. A number of factors are involved with
adequate staffing. These include the education and experience of the nurse, the skill mix of the
nursing personnel, the acuity levels and turnover of patients, nurse-physician collaboration, a
supportive supervisor, and a sense of trust and rapport among team members (McClure &
Hinshaw (2002).

The AHA’s Commission on Workforce for Hospitals and Health Systems (AHA’s Workforce
Commission) identified that changes in workload, which include a faster pace and increased
fragmentation, may result in harried dissatisfied caregivers with less time at the bedside. The
Workforce Commission recommended assessing and monitoring the number and mix of staff so
that safe and timely care can be administered (AHA, 2002).

The IOM report, Keeping Patients Safe, includes a comprehensive review of work environment
issues, including research on staffing and patient outcomes and concerns regarding current
staffing methodologies. The report delineates principles for developing and testing staffing plans
that have the following characteristics: incorporate admissions and discharges and less-than-24
hour patients into estimates of daily patient volume; involve direct-care nursing staffing in
selecting, modifying, and evaluating staffing methods; and provide for “on-time’ staffing to
accommodate unpredicted variations in patient volume and/or acuity. The IOM report also
recommends that hospitals employ staffing practices that identify needed nurse staffing for each
patient per shift and that hospitals should perform ongoing evaluation of the effectiveness of
their nurse staffing practices (2004).

In addition, the Call to Action report recommended that VHA eliminate shift rotations and
dependence on overtime and hire ancillary support staff to relieve nurses from performing non-
nursing tasks. Non nursing tasks identified as seen most frequently were housekeeping,
messenger and other clerical duties and utilization of nursing staff to substitute for absent allied
health and ancillary positions. This report also recommended that nurse executives be authorized
to evaluate staffing variances and when necessary, to make staffing adjustments or limit the
number of patients to be managed (VA, 2001a).

Findings from testimony, forums, web-based and faxed input. The most frequently recurring
theme in testimony related to Work Environment was staffing—nursing staff and ancillary
support staffing shortages. Associated with inadequate staffing were its consequences—
increased workload and burnout. Testimony was also directed at the absence of a staffing
methodology for workload and outdated patient acuity measures. Some nursing staff testified
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that there was a perception that budgets were being met by keeping staff to a minimum. There
were concerns that inadequate nurse staffing was associated with difficulties in providing
adequate care to veterans.

Current VHA initiatives. In 1991, a panel of nationally distinguished staffing experts, in
collaboration with VHA staff, made recommendations to completely overhaul VHA’s method
for staffing. Prior to this time, VHA used a patient classification system for determining staff
requirements. The panel recommended that VHA move beyond projecting staffing requirements
through the patient classification system to a system that would support decision-making with
overall resource management. This system became known as the Expert Panel-Based
Methodology for Nurse Staffing and Resource Management (Staffing Methodology).

The Staffing Methodology was implemented in some VHA facilities between 1993 and 1994.
Factors that influenced implementation included whether the facilities had resources to support
data gathering, staff to support an expert panel, and sufficient oversight and monitoring for
implementation. Some facilities were unable to implement the Staffing Methodology because its
implementation was considered labor and resource intensive. Currently, the Staffing
Methodology is inconsistently utilized across VHA. Therefore, there is no system wide
methodology for determining staffing needs.

Reviewing Recommendations in the IOM Report, Keeping Patients Safe: Transforming the Work
Environment for Nurses

The IOM report discusses the evidence base for medical error potential within nurses” work
environment. Specifically the report documents practices leading to unsafe workforce
deployment, work and workspace design, and “punitive” (2003, p. 7) cultures that hinder the
reporting and prevention of errors. The report further recommends the need for “bundles of
mutually reinforcing patient safety defenses in nurses’ work environments” (p. 7) that can be
created through transformational leadership and evidence-based management, maximizing
workforce capability, designing work and workspaces to prevent and mitigate errors, and
creating and sustaining a culture of safety. The Commission’s recommendation directs VHA to
evaluate the IOM report recommendations and act on those that will improve patient safety and
quality of care.

Respect and Recognition
Recognizing Achievement and Performance
Findings from the literature. Respect and recognition of nurses and nursing are values integral
to the mission and vision of VHA. Respect and being valued are top characteristics that nurses
look for in their work settings (American Organization of Nurse Executives, 2000). The
importance of respect and recognition was cited in the IOM’s report on safety and error
reduction, which requires an organizational commitment to vigilance for potential errors.

Rewards recognize and reinforce valued performance. Thus, the use of re